A 23-year-old, gravida 3, para 0, woman visited our hospital for prenatal care at 5 +6 weeks of gestation. Her Pregnancies with a very large yolk sac are generally always associated with poor outcomes. Herein, we present a case in which a very large yolk sac (mean diameter, 8.1 mm) and a bicornuate uterus were shown on transvaginal sonography in the first trimester, but which resulted in a live birth. To our knowledge, this is the largest yolk sac among all cases accompanying live births which have been published in the literature. The unusual enlargement of the yolk sac may be secondary to the compensation effect for the poor blood supply in the medial wall of the bicornuate uterus for the conceptus. To predict the outcome of pregnancy, based on this case report, the quality of the yolk sac might be more important than its size. [J Chin Med Assoc 2005;68(11):535-537] 
Introduction
Pregnant women who have congenital uterine abnormalities, such as a septate uterus or bicornuate uterus, are inclined to suffer from abortion and preterm delivery. Transvaginal sonography can be used to survey for a yolk sac of abnormal shape or size, which generally results in a poor outcome. [1] [2] [3] [4] [5] [6] [7] [8] The sonographic findings of a relatively large yolk sac in a pregnancy with a bicornuate uterus have not been clearly shown. Here, we present the case of a pregnant woman with a bicornuate uterus in which a very large yolk sac was incidentally noted in the first trimester. Eventually, this case proceeded to term delivery. To our knowledge, the yolk sac in this patient is the largest yolk sac among all cases with good pregnancy outcomes which have been published in the literature. past history included 2 spontaneous abortions during the first trimester. There was no other history of disease. Transvaginal sonography (Acuson Aspen, Mountain View, CA, USA) showed a gestational sac in the left cavity of a bicornuate uterus (Figure 1 ), accompanied by a living embryo with a crown-rump length (CRL) of 2.4 mm. Five days later, sonography showed a relatively large yolk sac (mean diameter, 4.4 mm) and a living embryo (CRL, 7 mm) ( Figure 2 ). Over the next 7 days, sonography revealed a normal amniotic cavity, a relatively large yolk sac (mean diameter, 4.8 mm), and a 7 +1 -week-old embryo (CRL, 10.6 mm). Over the subsequent 2 weeks, sonography showed a very large yolk sac (mean diameter, 8.1 mm) with a living embryo (CRL, 28.7 mm) ( Figure 3 ). The results of the remaining follow-up prenatal care examinations were unremarkable. Rest and limitation of exercise were advised. At 37 +5 weeks of gestation, a grossly normal female baby, weighing 2,480 g, was delivered by cesarean section due to malpresentation. The placenta was located at the medial wall of the left cavity. The bicornuate uterus was confirmed during the operation (Figure 4 ).
Discussion
In normal pregnancies, the yolk sac progressively increases in size until the 11 th week of gestation and then shrinks. [1] [2] [3] 6 The shape of the yolk sac is usually nearly spherical. The yolk sac always appears before embryonic heartbeats under transvaginal ultrasound examination. There have been no reports among livebirth pregnancies that a yolk sac could reach 8 mm in mean diameter. [1] [2] [3] [4] 6 Yolk sacs with a variety of deformed shapes have been associated with poor pregnancy outcomes. [1] [2] [3] 6, 8 One previous report tried to predict the possibilities of poor outcomes in cases with relatively large yolk sacs, compared with normal cases. 6 The important concept derived from the findings in this case report is that a very large yolk sac, but with a normal shape and normal embryonic heartbeats, should not be hastily identified as an abnormal pregnancy. To predict the outcome in a pregnancy with normal embryonic heartbeats, the quality of the yolk sac might be more important than its size, especially in determining which embryos should be selected during embryo reduction for multiple pregnancies. For cases without positive embryonic heartbeats, the appearance of a relatively large yolk sac is an ominous sign of poor prognosis (anembryonic gestation).
Both genetic and environmental factors may affect the growth patterns of yolk sacs. One study has shown that the anticardiolipin antibodies from patients with systemic lupus erythematosus were able to inhibit the growth of yolk sacs in rat embryos. 9 In our case, the genetic effect was excluded on the basis of the normal newborn. We presume that the unusual growth pattern of the yolk sac in our case might be secondary to the compensation effect for the poor blood supply in the medial wall of the bicornuate uterus for the conceptus. Further prospective studies are warranted to determine the growth patterns of yolk sacs in relation to abnormal uterine conditions. Early diagnosis of a bicornuate uterus and meticulous prenatal care will ensure the best results for the pregnancy.
In conclusion, if normal embryonic heartbeats exist, a very large yolk sac should not be mistaken as an ominous sign for poor prognosis, even when it is associated with a bicornuate uterus.
